A placement in renal medicine offers a wealth of opportunities and experience for GP trainees, as well as providing a solid grounding in general medicine.
You will soon find out that renal medicine is not as complicated and scary as you once perceived it to be.
General TIPs 1. Organise your placement to enable
you to obtain a broad range of clinical experience: working on the dialysis unit, looking after patients on the ward, seeing new admissions, and observing or carrying out practical procedures. Go on a home visit if the opportunity arises.
2. Spend as much time as possible in outpatients: it is here that you will learn most about the primary care aspects of renal medicine.
3. You will find that much of the decisionmaking is done at a senior level. Come up with your own 'impression' and management plan before discussing this with a more senior member of the team. It is too easy to have your hands held and be 'spoon-fed'.
4. Doses of many common medications need to be adjusted for those with renal failure. Locate the Renal Drug Handbook or a renal pharmacist and refer to them for every drug you prescribe.
On The ward 5. You will soon become very skilled in cannulating dehydrated patients with tiny, tortuous veins. Backs of the hands only. The big veins of the antecubital fossa and the 'houseman's' vein may need to be used to form an AV fistula in the future.
6. Most renal patients have a number of other medical conditions. Learn about these conditions, reflect on the challenges posed by managing patients with several complex, chronic diseases and don't be afraid to teach your nephrology colleagues as you may know more than they do.
7. Examine patients. You will pick up some interesting signs: pericardial rubs, AV fistulae, transplants, polycystic kidneys, skin changes associated with immunosuppression. Learn to assess fluid balance (it is a difficult art).
8. Medical (and surgical) emergencies are common in renal and transplant patients. Patients with chronic kidney disease (CKD) have an increased risk of cardiovascular disease. Transplant patients with fever need a thorough work-up.
9. Try to avoid blood transfusions in patients who may be candidates for transplantation in the future.
10. When a patient presents with acute kidney injury, think about possible causes, potential nephrotoxins and optimising circulation. Don't forget to collect a urine sample, review the patient's drugs, examine for an enlarged bladder, and check the blood sugar.
11. Will this patient need dialysis? Indications include severe volume overload (or pulmonary oedema) with oliguria; severe acidosis; refractory hyperkalaemia; and symptoms of renal failure. Hence a blood gas (venous is fine) to measure the pH and bicarbonate, patient's weight, and input-output chart are essential.
12. Deciding when to stop dialysis (at the end of life) can be as much of a challenge as starting it in the first place. Engage in these interesting, ethical discussions.
13. Show enthusiasm. Engage in teaching. Observe a renal biopsy. Do some suturing. Perform an audit. These experiences will not be lost and you never know when they may come in handy in the future. 
